Introduction
Rapid changes in the organization and financing of mental health care in the United States have in part been motivated by a widespread concem that service use is poorly matched to need.' On the one hand, many persons with serious mental health problems never receive professional help.2 On the other hand, there is concern that many persons with little need are using services of uncertain value. Some payers are reluctant to expand coverage because of concerns that this overuse of services will increase. 3 We have previously compared the use of any outpatient service for psychiatric problems in the United States and Ontario among persons who differ in the number and recency of psychiatric disorders. 7 We showed that overall service use was higher in the United States (13.3%, vs 8.0% in Ontario). This higher use in the United States, however, was observed only among persons who did not report a psychiatric disorder within the 12 months prior to the interview. But mental health services use was similar between countries among persons with one or more recent psychiatric disorders. One explanation for these rate differences may be that mental morbidity was poorly measured because we restricted the measurement of morbidity in that analysis to the number and recency of disorders defined by the Diagnostic and Statistical Manual of Mental Disorders (3rd ed., revised; DSM-HI-R).8
To expand on this previous work, we examined the relationship of specific psychiatric disorders and additional indicators of impairment (mental healthrelated disability and self-rated mental health) to use of mental health services in the United States and Ontario. These dimensions have been widely used to assess population needs for mental health services.9'10 The specific objectives of our study were (1) We then examined the joint effects of disorders, self-rated mental health, and disability for each of the dependent variables (use variables) by means of logistic regression. We assessed the relative strength of these predictors in the multivariate models by calculating adjusted odds ratios and by using the likelihood-ratio test to compare the chisquare of alternative models. A Self-rated mental health and disability were independently associated with any use of services. Like disorders, these variables were more strongly associated with whether persons received any service than with type of service received. The association of self-rated mental health with any use was about twice as strong in Ontario as in the United States (X2 for country interaction terms = 14.9, P < .01), but there were no interactions between country and self-reported mental health in predicting any of the four treatment-type outcomes. Nor was there any significant interaction between disability and country in predicting any of the five use outcomes.
Perceived need explains most of these international differences in the use of mental health services. Table 5 shows adjusted odds ratios for having received any medical service for a mental health problem (with age, sex, urban location, and education controlled), by presence or absence of perceived need for care. In the main models, all three morbidity and impairment indicators were independently associated with use in both countries and there were no interactions between these sets of covariates. The disorder variables were the strongest predictors, while disability was the weakest predictor. The association of disorders and self-rated mental health remained significantly weaker in the United States than in Ontario. When we stratified the main models by persons with and without perceived need, most of the between-country differences in use disappeared. In both countries, the positive association between disorders, disability, and mental health care use was seen predominantly for persons without perceived need. Indeed, the association of these variables was stronger for these 1140 American Journal of Public Health persons with low mental morbidity and impairment, at least relative to the United States.
Differences in the prevalence of perceived need for mental health care accounted for most of the betweencountry differences in the associations of mental morbidity and impairment with medical sector use. Among persons with low levels of mental morbidity, perceived need was more prevalent in the United States than in Ontario, but there was little difference between countries among those with higher levels of morbidity. When we controlled for perceived need in the analysis of use of medical services and indicators of mental morbidity, we found that these indicators were important predictors of use only among persons who did not perceive a need for care. Among persons who did perceive a need, these indicators had little effect. Furthermore, after perceived need is controlled, the main effect of country and interactions between these indicator variables and country are insignificant. Thus, the combination of a higher prevalence of perceived need and higher mental morbidity and impairment in the United States explains the higher use of mental health services in the United States than in Ontario.
These findings make clinical sense. In the absence of perceived need, symptoms of psychiatric disorders may bring an afflicted person to the attention of others. In the presence of perceived need, these factors become less important as the individual requires less external motivation to seek care. These relationships probably exist in both countries, because the association between perceived need and use is the same in the two countries.
We can only speculate on why, in the absence of reported mental morbidity and impairment, more Americans than Canadians perceive need for services. Sociocultural factors, attitudes toward professional services, and adequacy of social support networks may each play a role. Leaf et al. have noted that these factors may be as important as indicators of mental morbidity in triggering mental health care seeking. 20 We speculate that higher expectations and desire for medical care among Americans may be an important factor contributing to international differences in the use of medical care, including mental health care. Our results, however, cannot address the question of whether the higher prevalence of perceived need in the United States is partly the result of the larger supply of psychologists and social workers in the United States. What are the implications of our findings for health policy in the United States? First, even under a more generous insurance scenario, the majority of persons with recent mental health disorders do not receive treatment from any source. Our findings reinforce the important role of non-insurance-related barriers to care and the special challenges health care providers face under any insurance program when facilitating the provision of mental health care services. Second, comparisons with Ontario suggest that expanded coverage does not necessarily lead to a worse match between services and mental morbidity and impairment. The utilization rate among persons without mental morbidity or impairment was less than 4% in Ontario. Furthermore, our results suggest that the recognition and treatment of specific disorders is as high in Ontario as in the United States. However, between-country differences in perceived need for mental health care suggest the need for caution in extrapolating from the Ontario experience to the United States. El
